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Objectives

• Previous Challenges to Integrating Care 
Coordination in a Community

• Two Key Approaches to Enhancing Care 
Coordination: 
– New Payment Model: VT Medicaid Next Generation

– Integrated Communities Care Coordination Model

• Implementing Integrated Care Coordination into a 
Community
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Challenges to Implementing an Integrated Care 
Coordination Model

• Lack of an integrated electronic health record
– Ex: Middlebury HSA has at least 10 EHRs

• Community organizations and agencies had competing priorities and/or were still 
working on aligning priorities

• Models of care and coordinated care differed significantly between medicine and 
social and mental health
– Lack of shared tools and framework for assessing a person’s needs and goals

• Previous payment model did not support the work being done with or for the 
patient outside of a visit or face to face interaction with a licensed individual
– This caused a huge barrier when it came to implementing the care coordination model in the 

Inpatient Department and Emergency Department
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Vermont Medicaid Next Generation

• Change in funding model
– Capitated payments to the Hospitals
– PMPM Payment for Panel Management and Implementation
– 3 Levels of Care Coordination payments

• Primary Care
• Designated Mental Agencies
• AAA
• Home Health

• Access to data analytics and care coordination shared care 
plan software
– Workbench One
– Care Navigator
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Tools to Document a Person’s Story, 
Goals, and Care Team

• Camden Cards and Backwards Planning

• Ecomap
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Eco Map
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Camden Cards
Urgent Non-Urgent
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Family Relationships

Budgeting/Finances

Work with Health Care Team
Education & Jobs

Health Insurance

Transportation

Housing

Mental Health

Safety

Drugs or Alcohol

UtilitiesFood & Nutrition
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Shared Care Plan

• Focuses on person’s strength, personal goals 
and action plans, treatment goals and action 
plans, barriers, and long term goals

• Tool support sharing across agencies:
– Care Navigator 

• All care team members can access and update 
information in real time



Department of Vermont 

Health Access

1310/4/2017

Key Element: Care Team 
Communication
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Middlebury HSA 
• Population: ~37,000
• 8 Primary Care Practices 
• Community Hospital 
• Local Blueprint for Health Team:

– Blueprint for Health Project Manager
– Blueprint for Health QI Facilitator
– Community Health Team

• Care Coordinators
• Licensed Social Worker (shared staff with CSAC)
• Registered Dietitians

– Spoke Team:
• Nurse Case Manager
• Social Worker (shared staff with CSAC)

– Support and Services at Home (SASH)
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Integrated Communities Care 
Management Team

• Local team: VT Dept of Health, Blueprint for Health, Porter Hospital, 
Porter Medical Group (Practices), Mountain Health Center FQHC, 
Middlebury Family Health, OneCare VT, AgeWell, Support and Services at 
Home, Addison County Home Health & Hospices, Bayada Home Health 
Care, Counseling Service of Addison County, Turning Point Center of 
Addison County, Addison County Parent Child Center, Elderly Services

• Aim: To prevent persons/families from increasing their risk level and 
utilization by providing well coordinated and communicated wrap around 
services
– The team focuses on developing processes to allow for cross agency 

communication and implementing person-centered care coordination tools
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Identifying Patients 
Pre – Care Navigator Post – Care Navigator

Primarily based intuition and knowledge 
of people direct providers thought would 
benefit from person-centered care 
coordination. Used the following reports 
to inform intuition: 

1. High Emergency Room Utilization
2. Inpatient Readmissions
3. Beneficiary Detail Report

The data was reviewed within each 
organization and was rarely shared across 
organizations. 

Major change: The data is driving the 
identification process instead of intuition. 
Reports being used:

1. VMNG Level 3s and 4s
2. LACE Report
3. Emergency Room Utilization

The VMNG level 3 and 4 panels are now 
shared with community partners and we 
can share and analyze the data together, 
instead of doing that in silos.
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Goals of Engagement

• Meet people where they are 

• Make sure the engagement comes from a 
person they trust or relate it back to the 
person they trust

• Communicate with known team members 
when the person isn’t showing up for 
appointments and returning calls
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Example of analyzing patients together to recruit 
staff and assigning care coordinators

Individuals that have been or currently engaged with CSAC
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Questions
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